Background: There is no agreed terminology for describing childhood language problems. In this special issue Reilly et al. and Bishop review the history of the most widely used label, 'specific language impairment' (SLI), and discuss the pros and cons of various terms. Commentators from a range of backgrounds, in terms of both discipline and geographical background, were then invited to respond to each lead article. Aims: To summarize the main points made by the commentators and identify (1) points of consensus and disagreement, (2) issues for debate including the drivers for change and diagnostic criteria, and (3) the way forward.
Introduction
Tis but thy name that is my enemy. What's in a name?
These are two of the many wonderful phrases Juliet recites to Romeo in act II scene 2 of Shakespeare's Romeo and Juliet. In this tale about star-crossed lovers, Juliet is telling Romeo that a name is an artificial and meaningless convention. She passionately states that she loves Romeo, not the person called Montague, the Montague
This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made. Terminology for children with language problems 453 papers. It is ironic that we struggle with this given our raison d'être is to address the communication needs of our clients (Grist and Hartshorne 2014) . Those working in communication sciences and disorders have noted that the 'public profile of the profession' languishes because of a lack of appropriate and consistent terminology resulting in miscommunication (Walsh 2005: 66) . We agree that a consistently used nomenclature is required to facilitate communication with:
r families (Huneke and Lascelles 2014) ; r individuals who have language impairments; r professionals across the health and education sectors and all disciplines concerned with language problems; r the media; r policy-makers and service planners; and r the research community (s) to understand better what causes the problem(s), determine the prevalence and, importantly, what the most effective treatments are and when they are best delivered.
Given these diverse needs, it may be wise to consider whether a single term framed within a single system can in fact meet all these needs. Within the papers and commentaries the arguments often were driven by research interests in aetiology and causal accounts; whereas others emphasized service delivery models that focused on behaviours, needs and outcomes and explicitly discounted aetiology. As we examine the terminology we use and the conceptual frameworks within which these terms are used, we need to keep open the possibility that one system, although desirable, may not be the best solution. A logical and empirically supported system concerned with the causes of individual differences in child language development may not be suitable for informing clinical practice.
Whatever terms and classifications are developed, we do have to acknowledge that these words do matter. Clear messages have been sent from influential bodies such as the Australian Senate Enquiry into The Education of Students with Disabilities and the Australian Institute of Health and Welfare (AIHW) (2003) , with the latter stating that the 'Classification and terminology used to describe speech impairments 1 are particularly fraught with inconsistency, in particular the use of different interpretations for the same terminology or different terminologies for the same meaning' (p. 55). If we want to work with and advocate for people with communication problems, then it is imperative we adopt and use consistent terminology in our communications. Put simply, we need to speak the same language.
One reason for the confusion may be the fact that we are dealing with complex and heterogeneous conditions with no clear-cut boundaries from either normality or other developmental disorders. As noted by Baird (2014) , similar challenges occur in many other developmental conditions including autism spectrum disorder (ASD) (Brignell et al. 2014) , attention deficit hyperactivity disorder (ADHD) (Batstra et al. 2014) , and developmental dyslexia (Elliott and Grigorenko 2014) . Nevertheless, while there may be debate about precise diagnostic criteria, or even whether some disorders exist, the terminology for these other conditions has remained relatively consistent and stable-far more so than for children's language disorders. Why cannot we get it right? No such arguments exist in high-profile conditions such as breast cancer. Globally people understand what this broad diagnostic term means. It is not necessary to know that behind the diagnostic label there is a myriad of subcategories concerning the (1) location, size or stage of the tumour, (2) the tumour's histological grade, (3) lymphovascular invasion and (4) presence or absence of certain receptors that sit on the surface of the tumour cells. Recent developments suggest there are also multiple molecular subtypes of breast cancer, and in January 2014 a new classification system was proposed that stratifies breast cancers into one of four groups based on whether the cells possess receptors for other molecules (e.g. androgen and vitamin D) (Natrajan et al. 2014) . These are critical to determining and personalizing intervention that is increasingly targeted. None of this has changed the broad diagnostic label but it has changed the information provided to those with breast cancer, the choices they have and it is certainly revolutionizing treatment and prognosis. The highly successful breast cancer campaigns speak with a unified voice. In other words, there is public terminology (used for lobbying and advocacy, media, political and legislative purposes as well as fund-raising) and terminology used by the profession or the field (for diagnostic, classification and management purposes in the clinic and research setting and with families). While the broad diagnostic label has remained the same, both the diagnostic criteria and classification have changed markedly over the past 10-20 years as new discoveries have been made.
Our lead articles suggest it is time to reconsider our labels and diagnostic criteria for children's language difficulties. In particular, we need to take a critical look at the most widely used diagnostic label, 'specific language impairment' (SLI). Controversy over this term has been increased by its replacement in the DSM-V system with the term 'language disorder'.
Childhood language problems have much in common with childhood obesity. Language difficulties are as prevalent, or even more prevalent, than obesity, depending on the definition adopted. They have equally serious, yet different long-term impacts on health and well-being. Yet language problems, regardless of which label is currently applied, are not headline indicators for governments around the world. We argue this will remain the case because our arguments about unmet needs will not be heard unless we meet the challenge to develop and adopt nomenclature that is used consistently to facilitate clear communication.
Points of consensus and disagreement
Our commentators represented a wide range of backgrounds, both in terms of discipline and geographical location. They included researchers investigating the origins of children's language problems, practitioners concerned with identifying and remediating language problems, and representatives of organizations that offer support and legal advice to families affected by such problems. We were impressed that despite this diversity, there was broad agreement on a number of key points:
r Some children have serious and persistent language problems that need to be identified.
r Children who enter school with poor language abilities have a very high risk for poor literacy and academic outcomes throughout the school years.
r These language problems are often not identified or treated unless they are accompanied by other conditions, including speech sound disorder.
r Language problems commonly co-occur with other neurodevelopmental problems. It does not make sense to focus on 'pure' cases who have no other difficulties. Likewise, we need to acknowledge that pure cases, particularly in milder forms, are common and carry the risks for poor outcomes mentioned above.
r There is no scientific support for incorporating measures of nonverbal intelligence in criteria for language impairment.
r Diagnostic labels are necessary for identifying those in need of additional help, but we need to be aware of potential disadvantages of labelling, including stigmatization and low expectations.
r Too many different labels have been used to describe developmental language problems and failure to adopt agreed nomenclature has had serious consequences.
Several commentators also called for a global working party to provide recommendations to the international community on nomenclature and criteria for children's language impairments. In addition, it was proposed that to address these issues we required multiagency collaboration, to recognize that language problems are at the interface of education, medicine, speech and language therapy, psychology, psychiatry and policy. Wright (2014) , writing from a legal perspective, notes how confusion in terminology leads to many children being denied services by local authorities, with endless tribunal hearings arguing about whether a child does or does not have a particular type of disorder.
While nearly everyone agreed there was a problem that urgently needed fixing, there was less agreement over the solution. The three main issues for debate concerned:
r What factors should be taken into account as drivers of change?
r What are appropriate criteria to use when identifying developmental language problems?
r What terminology should we adopt?
Issues for debate

The drivers for change
If we accept that the current situation is not satisfactory, we need to move on to think about what the drivers might be for change. Key to this question is the question of the purpose of classification. As Rutter (2014) points out, we need to distinguish between meeting criteria for a diagnosis and needing treatment. Although these often overlap, they are not identical, yet in practice a diagnostic label is often seen as mandatory if a child is to receive intervention. This can be a point of tension between those working in education and those adopting a medical model. As Lauchlan and Boyle (2014) accept, there is a risk that if we were to abandon diagnostic labels, then children's needs may be neglected. But they point out that the diagnostic label is often given far more status than it deserves. In particular, it is often assumed that the aetiology of a language problem will affect how it should be treated, yet there is little hard evidence on this point. In a similar vein, Bellair et al. (2014) suggest that a child's care pathway is usually more dependent on the presenting problem rather than the presence or absence of an associated condition. This is a key issue for those who argue for abandoning traditional exclusionary criteria. As we discuss further below, the fact that we have always had them is not sufficient grounds for retaining them. In practice, as noted by several commentators, we are often up against financial constraints because the resources to provide help to children are limited, but while this may force us to look critically at criteria for allocating resources, it does not mandate continuing to use criteria that have been shown to be invalid.
In some commentaries concern was expressed that broadening of diagnostic criteria would lead to reduction of services to some children. We acknowledge this is a real fear in a time of stringent cost-cutting. However, there is an equally valid concern that our current criteria do a disservice to many children who are deemed not to merit services, even though they both need and may benefit just as much as others.
Research has an important role to play in determining how the field should move ahead, but in our view, should not ignore practice. Snowling (2014) argues that 'SLI is the term most often used by researchers and surely research should guide practice'. However, a key question is whether the children included in research studies are representative of the children in the population who require support. In fact, because researchers so frequently focus only on children with specific difficulties, we know rather little about others with a broader range of problems. It has in the past been accepted as a given that those with specific problems are qualitatively distinct from those with more general problems, and that they have a different prognosis. However, where these children have been included in studies, we find that they appear to be similar in terms of underlying cognitive impairments, aetiology, response to intervention and outcomes (Bishop 1994; Tomblin 2008) . Whitehouse (2014) outlines clearly the responsibilities of the researcher in these situations and draws interesting parallels with the ongoing debate in ASD. Thus, while we agree with Snowling (2014) that research needs to inform practice, we also know from studies such as that of Broomfield and Dodd (2004) , that narrowly defined SLI does not correspond to the caseload in clinical practice. In research, there are advantages to controlling potential confounders in order to aid interpretation of results. These conditions do not hold for the clinician. Not only do we have many children who do not meet a narrow definition but who nevertheless have a valid clinical need, but we also know that many children change from a 'specific' to a 'nonspecific' form of impairment as they grow older (Conti-Ramsden et al. 2001) , further challenging the validity of the traditional research definition. Clearly a consultative and sustainable knowledge cycle that links evidence and practice is essential.
A number of commentaries mention the need for service models to identify needs and support based on (1) who will be negatively affected by language problems, and (2) whether these children will respond to intervention in terms of a reduction in their impairment and/or reduction in negative effects on individual's experience of disability (i.e., activity and participation limitations and restrictions; development of negative sequelae). The challenge is to build these responses into the design and delivery of educational, health and social care systems. Meeting these needs is not the concern solely of the speech pathology professional, as both Parsons et al. (2014) and Dockrell and Lindsay (2014) highlight. Evidence-based, holistic, life-span models are required which involve a range of professional groups at different stages in the child and young person's life.
What are the appropriate criteria to use when identifying language problems?
We agree with Rutter's (2014) suggestion that first we have to ask 'what is the concept' and then to determine 'what term we want to use to describe it'. Tinkering with the label will not solve the fundamental problem.
We suggest that diagnostic criteria for children with language problems needs to take into account the following criteria:
r The features of language. r The impact the impairment has on functioning and participation.
r The presence/absence of other impairments, including those of known and unknown aetiology.
r The language trajectory or language pathway and age of onset.
When more is known about the genetic and neural bases for language impairment then these too should be incorporated into the diagnostic criteria.
The features of language
In terms of language features, the current authors and many commentators were divided on how far it was feasible and desirable to identify inclusionary criteria in terms of 'language markers'. That is, can we find and employ particular measures of language that provide high levels of sensitivity and specificity with regard to a child's membership in a subgroup of children with language impairment. The positive case was made by Rice (2014) , who argued that the grammatical property of finiteness marking was highly effective in distinguishing language problems arising from different causes. Another language marker, poor non-word repetition, also seems not only to be sensitive to language problems, but to be useful for identifying children whose language or reading problems appear to have a strong heritable basis (Bishop et al. 1996 (Bishop et al. , 2004 . Note that both these markers are largely independent of nonverbal ability. A counter argument for an emphasis on a specific set of language markers is that, while they may help pinpoint heritable disorders, there is no evidence that they are of clinical relevance in terms of identifying those most in need of intervention, or most likely to have poor outcomes. The full range of functional difficulties, including vocabulary and discourse, as well as grammar, should be the target of clinical intervention. Thus, it would not make sense to say that we would only recognize problems that were picked up by these measures. The concern, however, is that a more global approach to identification of language problems could lead to a lumping together of a heterogeneous group of children, losing sight of information that could be of importance for prognosis and intervention. The evidence base concerning the degree to which there are subgroups that need to be distinguished is still limited. Although we assume there are subtypes of children with different forms of developmental language impairment, these often do not survive empirical tests (Bishop et al. 2000; Rapin et al. 1996; Tomblin and Zhang 1999) . Nevertheless, our failure to find subtypes to date does not mean they do not exist since we may not have looked in the right way.
The impact of language problems on functioning and participation
Several commentaries highlighted this issue, either implicitly or explicitly. We cannot equate a low score on a language measure with functional impairment. Indeed, the very characteristic that makes a measure such as nonword repetition useful in genetic studies-its ability to identify cases of resolved language impairment-makes it a poor measure for functional purposes, because it is clear that many children manage to cope well despite having a weakness in this area. Developing reliable and valid measures of functional impact of language problems, so that we can use these in clinical decisionmaking, is an urgent priority for the field.
The presence and absence of other impairments
This issue was a key point of difference between some commentators, relating as it does to the whole question of whether exclusionary criteria should be used in identifying or classifying children's language problems. Some took issue with the conceptualization of exclusionary factors that was adopted by Reilly et al. (2014) . Leonard (2014) , in particular, noted that it is not usual to rule out cases who have atypical findings on neurological investigations, unless they have brain damage, and low SES and bilingualism are not normal exclusions. Other exclusions were more conventional, but nevertheless controversial.
What would be the consequences of dropping all exclusions? Potentially the term 'language impairment' could apply to children with autistic spectrum disorder, hearing loss, English as an additional language, speech disorders secondary to cleft palate, those with neurological aetiologies such as Landau-Kleffner syndrome or head injury, as well as those who would fit into the category of SLI. Lauchlan and Boyle (2014) rightly point out that there is not much hard evidence to support the idea that such children require different approaches to intervention, but research on the nature of language impairments does indicate that they may have different barriers to effective functional communication. Consider three specific examples. First, as Hansson et al. (2014) pointed out, there may be some similarities in the language problems of children with mild-to-moderate hearing loss and those with SLI, but research by Briscoe et al. (2001) suggested that whereas hearing-impaired children appeared to benefit from introduction to literacy, which could provide visible cues that helped them with language acquisition, most of those with SLI found learning to read extremely challenging. Such knowledge might suggest capitalizing on written language as a route into better language would work for the hearing impaired, but not for those with SLI. Second, for children whose first language is different from the language of schooling, it is important to establish whether poor performance in the ambient language is part of a broader language impairment that also affects the home language. If so, it may be effective to focus intervention on the child's first language (Kohnert 2010) . Third, whereas some children with autistic spectrum disorder have problems with language structure that resemble those seen in SLI, there is growing evidence that the underlying cognitive cause of this problem is different in the two conditions (Williams et al. 2008) , suggesting that different remedial approaches will be required. This does not mean we should conclude that a child can never have more than one problem, or that an intervention that is effective for one group is bound to be ineffective for another.
Just as we have found with IQ-discrepancy criteria, ultimately our decision to retain or drop exclusionary criteria must depend on empirical data. If the same language problems can be the final common path of a range of causal pathways, then it may not make sense to separate them, especially if the purpose of diagnosis is to guide intervention. However, we need to be aware that language problems that look superficially similar may turn out to be different when assessed with more fine-grained instruments, in which case it would be premature to ignore information about co-occurring conditions (cf. Williams et al. 2008) . Perhaps in our current state of knowledge it would be sensible to adopt Rutter's (2014) proposal that additional factors, such as a specific genetic syndrome, should be incorporated in an additional descriptive text, rather than be regarded as part of diagnostic criteria.
Language trajectories and language pathways
Several authors stressed that developmental language problems are not static. Their nature changes with age, and this needs to be taken into account when considering criteria for identifying difficulties. One key point to emerge from this debate is that identifying language problems is the business of both the health and education sectors and models are required that permit an appraisal of language skills during different points of development, including the preschool and early school years.
Early intervention is commonly seen to be highly desirable, but it is constrained by difficulties of identifying which children have persistent problems and which are likely to resolve of their own accord. We agree with Norbury (2014) that the methods used to identify young children with language problems need to be improved if early intervention is to be successful. As Brignell et al. (2014) note when discussing ASD, those advocating early intervention typically make several key assumptions that may not be warranted:
r We know what language impairment is. r We can correctly identify language impairment early.
r We know the developmental trajectory of language impairment when diagnosed early.
r We know that early intervention improves the outcome, beyond what is expected by developmental trajectory, for all children identified.
One obvious way forward is to build risk models of early language trajectories. These would incorporate the red flags mentioned by Norbury (2014) . These approaches would (1) enable us to discriminate children likely to have persistent language trajectories from those with transient problems and (2) address Norbury's concern about having sufficient resources to expend on children with transient problems. The only way to address this is to use the powerful resources available in longitudinal studies around the world to explore these models, as in the Norwegian Mothers and Child Cohort Study of more than 10 000 children between the ages of 3 and 5 years (Zambrana et al. 2014) .
What terminology should we adopt?
Our focus here is on terminology for children's unexplained language difficulties, and we do not consider further the term 'speech, language and communication needs' (SLCN). This term was used in the Bercow Report (Bercow 2008) and now is widely used in educational contexts in the UK, though not in North America or Australia. Although it includes language impairment, it is much broader than this, including a wide range of problems that have different causes and intervention needs, such as stuttering and voice disorders. In addition, as defined by Bercow, it also covers secondary problems associated with conditions such as autism, cerebral palsy and hearing loss.
The papers by Bishop (2014) and Reilly et al. (2014) made specific points about the pros and cons of different terminology for unexplained language problems, and the commentaries gave some additional arguments.
We feel that some of these were strong enough to rule out three of the potential labels for children's language problems, as follows.
Language delay
None of the commentators favoured this term. There were three strong arguments against it. First, we need to bear in mind that children with language difficulties grow up to be adults who may still have difficulties that need recognition. We need therefore to have a term that highlights the dynamic, changeable nature of the condition. Second, 'delay' is confusing because it implies eventual catch-up in skills, which is not typically what is seen. And finally, it seemed that this term is often used to deny services to children by those who draw a distinction between 'delay', where the child's language is uniformly behind age level, and 'disorder' where there is an uneven profile (Wright 2014) . As noted by Bishop (2014) , this distinction has no validity as an indicator of either aetiology or prognosis, and accordingly, we unambiguously recommend that this term be abolished.
Primary language impairment
Bishop (2014) suggested this term might be a useful alternative to unadorned 'language impairment', but the points made by commentators reveal that it is not interpreted in a consistent fashion. For a start, as Clark and Carter (2014) noted, in the UK, 'primary school' refers to schools for children under 12 years of age, so there is potential for misunderstanding it to indicate a child's age. Second, several commentators interpreted 'primary language impairment' as meaning that the language impairment was the child's primary problem. This is a subtly different meaning from the one intended by Bishop (2014) , which was that the language impairment was not secondary to another condition. In addition, as pointed out by Conti-Ramsden (2014), it is not always easy to judge which condition is primary in this sense when the child has more than one area of impairment. For these reasons, we recommend against the use of this term.
Language disorder
Although this is the preferred terminology in DSM-5, Bishop (2014) argued against it on the grounds that if entered in a search engine, it would yield many results that were unrelated to children's unexplained language difficulties. In effect, it identifies a symptom that can arise for many different reasons, and so is over-inclusive. To establish how serious this might be, 'language disorder' was entered as a search term in the Web of Science database and the titles of the first 100 returns were scru-tinized to see if they referred to children's unexplained language problems. Just under half were relevant. The remainder focused solely on other conditions, specifically: ADHD (N = 1), ageing (N = 1), Alzheimer disease (N = 2), aphasia (N = 2), autism (N = 11), bilingualism (N = 1), brain tumour (N = 1), childhood stroke (N = 1), cobalim C deficiency (N = 1), encephalitis (N = 2), epilepsy (N = 7), fragile X (N = 1), frontotemporal dementia (N = 1), hearing loss (N = 1), hyperthyroidism (N = 1), mood disorder (N = 1), neurogenic communication disorder (N = 1), nosocomial infection (N = 1), primary progressive aphasia (N = 5), schizophrenia (N = 6), sexual abuse (N = 1), subjective cognitive complaints (N = 1) and Tourette syndrome (N = 1).
The remaining terms elicited much more varied reactions from commentators.
Specific language impairment (SLI)
Bishop (2014) presented data to show this was the most widely used term in the English-speaking research literature, but others noted that it is less familiar to those in clinical contexts. Rice (2014) noted that SLI was a research priority area for the US National Institute for Deafness and Other Communication Disorders (NIDCD), and that this had been a fruitful category in terms of research progress. Reilly et al. (2014) , in contrast, argued that the term 'SLI': r Does not reflect the heterogeneity of language problems.
r Does not describe the majority of the children with language problems. r May as a result deny access to services to children who do not fit the narrow diagnostic criteria. Many commentators agreed that this term was too restrictive if used in a strict sense that required the child to have a substantial mismatch between nonverbal ability and language level, and to have no other exclusionary criteria. They were, however, divided as to how best to deal with this. Around half of them supported Bishop's (2014) proposal that we could retain the term but redefine it so that 'specific' was taken to mean 'idiopathic', allowing us to retain familiar terminology, which could also ensure a link with an existing body of research. Taylor (2014) , for instance, commented that 'Rather than changing the term SLI, the definition can be updated to include children whose most conspicuous, but not their only, developmental difference is in the language domain'. Others, however, felt that this would be too confusing, because use of this term would encourage people to persist with inappropriate exclusionary criteria, and that a change was therefore needed.
On this point, it may be worth noting that there are some precedents for retaining a label while redefining how it is used. For instance, the diagnostic criteria for autistic disorder broadened markedly between 1980 and 1994 (Gernsbacher et al. 2005 ). This does not seem to have led to particular problems in clinical settings, but it has created major problems in epidemiology, as it is extremely hard to judge whether an increase in prevalence of autism is genuine or just reflects more liberal diagnostic criteria. As Baird (2014) notes, the criteria for ASD have recently changed again in DSM-5, in the light of research evidence that some diagnostic distinctions were not valid. Fletcher (2009) noted that the concept of 'dyslexia' has changed over the years so that the notion of a discrepancy between reading level and IQ is no longer part of the definition. However, changes in definition can be confusing for those who are familiar with the original, more restrictive meaning. This is likely to be exacerbated in the case of SLI, where 'specific' has potential for different interpretations.
Is there a balance between acting and not acting? Gallagher (2014) raises concerns about the impact of removing a diagnostic label that affected individuals have come to identify with. However, we have new knowledge from population studies that was not available when the term originated. Of course, we need to be sensitive to the fact that for many people labels have connotations that go far beyond a simple definition. As Bishop (2014) argued, a label can give a person a sense of identity and worth, and make them feel their problems are validated. Nevertheless, retention of labels that hinder communication cannot be justified, and if the evidence demands it, we need to reconsider our terminology. If we retain labels solely on the grounds that they have been used for a long time, we would never be able to progress in the light of new knowledge, and would still be using diagnostic terms such as 'minimal brain damage'.
Language impairment
The solution of simply dropping the 'specific' part of the SLI label appealed to many commentators. It is noteworthy that language impairment is almost universally employed by State Departments of Education in the United States as one of the special education categories. Language impairment in this case is always listed in parallel with other categories such as autism, intellectual disability, hearing impairment and specific learning disability. Usually, language impairment refers to the presence of poor language, but does not require that it be distinct from these other conditions. Thus, language impairment may or may not occur in conjunction with other conditions. Bishop (2014) argued against this term for the same reason as 'language disorder'. It is hopeless as a search term because it generates too many false positives. The exercise of searching for the first 100 returns from Web of Science was repeated using 'language impairment' as the topic search term. This yielded 68 returns that could be construed as broadly or potentially relevant to unexplained language problems in children. The remainder focused on other conditions, predominantly autism, acquired language disorders in adults, or hearing impairment.
In addition, several commentators noted that in the absence of any additional modifier, the term 'LI' would encompass a much wider range of cases than most other terms, but they differed in terms of whether they thought this was a good or bad thing. Huneke and Lascelles (2014) were concerned that this broadening of the diagnostic category would simply mean that scarce resources would be spread across a greater range of children, with the notion of language impairment as a specific need disappearing. Gallagher (2014) expressed similar concerns, arguing that it would be unethical simply to remove a diagnostic distinction that many were familiar with, and that we would in effect be 'abandoning a whole clinical and research history before we know how to rewrite it'. Snowling (2014) was concerned that it was important to convince policymakers of the primary needs of children with language impairments, and that by abandoning the term 'SLI' we might risk throwing the baby out with the bathwater by removing a term that was useful in advocacy. Rice (2014) stressed the negative consequences of abandoning a term that had served researchers well, and Leonard (2014) noted the confusion that could ensue if, for instance, we attempted to contrast children with LI and those with autism-who might or might not have additional LI.
Others argued that a benefit of the term 'LI' was that, while it had much in common with the term 'SLI', it did not carry connotations of specificity which were often unjustified, and could lead to children being denied services (Strudwick and Bauer 2014) . Note that this argument is the mirror image of that proposed by Huneke and Lascelles (2014) , who argued that there should be some demarcation between those with primarily language problems and children with broader intellectual limitations. Another argument in support of LI was the fact that it was already being used in the research literature by researchers such as Tomblin and Nippold (2014) and Bishop and McDonald (2009) , who recognized the lack of justification for use of IQ criteria.
Essentially, this line of argument comes back to the extent to which it is reasonable to incorporate at least some exclusionary criteria in a definition. If we abandon them altogether, we will increase both the number of children we include in the category, and the heterogeneity of the group. Whitehouse (2014) acknowledges this fact but argues we nevertheless need to take this step in order to 'shift health and educational services from a diagnostic-based funding paradigm to a model based on the level of functional impairment'. Huneke and Lascelles (2014) , representing a parental perspective, came down in favour of 'developmental dysphasia', noting: 'it is clearly a medical term; it equates SLI with other specific learning difficulties such as dyslexia and dyspraxia'. It also works well as a search term and is the standard label in many non-English speaking countries.
Developmental dysphasia
However, we note that many would object to both parts of this term: as discussed below, some object to 'developmental' as unsuitable for older children and adults, and 'dysphasia' is seen as misleading precisely because it has medical connotations, when there is no clear neurological basis to most cases of language impairment. While we can see the reasons behind this preference, we doubt it would be acceptable to many in the field of education, who are already concerned about medicalization of children's developmental difficulties.
Developmental language disorder/impairment
'Developmental language disorder' is likely to be adopted in ICD-11 as the preferred term for children's unexplained language difficulties (Baird, personal communication) . Several commentators thought this was a useful label, stressing as it does the congenital nature of a language problem. In general, there were relatively few objections to this term, but one point that was raised was whether it was suitable for older children and adults. In traditional classification systems, 'developmental' generally marks a contrast from 'acquired', and does not imply anything about the age of the affected individual; however, one can see that this label might be misinterpreted by lay persons, and seen as inappropriate for older children and adults. Clark and Carter (2014) suggested that affected individuals might want to drop the 'developmental' part of the label as they grew older, much as often happens with 'developmental dyslexia' in adulthood.
Language learning impairment
Not many commentators discussed this term, but reactions from those who did were broadly positive, noting that it stresses learning and was education-friendly. The only negative came from Huneke and Lascelles (2014) who reported that a small group of parents who were surveyed disliked the term because they felt it would be seen as equivalent to low ability. Table 1 aims to summarize the main issues that commentators were concerned with. We stress that we do not think that this debate should be treated as a vote. One thing that is clear from the discussion is that different constituencies have different priorities and concerns, and the important thing will be to balance these. The wide diversity of views suggest that we may end up having to settle for the 'least bad' term.
Future directions
We agree with those commentators who suggest that we need to have an international and multidisciplinary forum to take forward the momentum generated by this debate.
The goal of the panel should be first to build consensus about the diagnostic criteria and second the diagnostic label. We recommend using the many existing global collaborations to bring clinicians and researchers together. The views of families and people with language problems should be sought as well as those of policy-makers. Given the notable overlaps between developmental language difficulties and other neurodevelopmental disorders (Bishop and Rutter 2008) , it would make sense also to gather views from those who see children with a broader range of conditions, such as ADHD, developmental coordination disorder and developmental dyslexia.
Consensus should be built around the best evidence currently available; it is important that participants set aside any vested interests. The outputs of this panel might take the form of a position statement and technical paper such as those on 'Childhood Apraxia of Speech' (American Speech-Language-Hearing Association (ASHA), 2007a, 2007b).
Ultimately we are working towards a diagnostic label that is a superordinate heading or overarching term that describes the problem(s) and works for services, for families and for individuals. This label should be supported by a scaffold that is the diagnostic classification system. This should not be set in stone but change as knowledge becomes available. It should also adapt to encompass an individual's changing profile and needs across the lifespan. As Callard et al. (2013) put it: 'Diagnosis allows problems to be quantified and tracked over time and space. A diagnostic classification, well defined, is the starting point to research into causes, consequences, and solutions . . . ' (p. 2).
In conclusion, we do not have all the answers for this complex topic, but we are pleased to find that, despite points of disagreement, there is some common ground between the current authors and the range of commentators who offered their views. Our aim in this overview is to identify the remaining points of disagreement and to summarize arguments for and against different viewpoints, so that we will be able to move the debate forward.
The authors would welcome further commentary on this article. A discussion forum for this purpose is available at: http://www.rcslt.org/news/news/2014 news archive/ijlcd discussion forum
